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he Substance Abuse and Mental 
Health Services Administration 
(SAMHSA) held the Building 
Bridges Summit June 14-17, 2006. The 
summit’s intent was to better integrate 
and link residential and community 
services and support, thereby creating a 
clearer picture of the role residential 
care plays in a continuum of services. 

Gary M. Blau, Chief of SAMHSA’s 
Child, Adolescent, and Family Branch, 
Center for Mental Health Services, 
spearheaded the event. Participants 
included residential and community- 
based service providers, leaders from 
national organizations, and youth and 
family leaders. 

I participated in the summit’s plan- 
ning and development, along with 
CWLA’s President and CEO Shay 
Bilchik. A number of CWLA’s public 
and private member agency representa- 
tives also participated. (See the list of 
invitees, page 4) 

Following is the meeting outcome 
statement and preliminary draft of the 
joint resolution of common purpose, 
shared principles, values, and practices. 

Meeting Outcomes Statement 

A group of leaders in children’s mental 



health met in Omaha, Nebraska, June 
14-17, 2006, to better integrate and link 
residential (out-of-home) and communi- 
ty services and supports. Participants in 
this summit included residential and 
community-based service providers, 
leaders from national organizations, and 
youth and family leaders. 

The group engaged in extensive 
dialogue, learned from each other’s per- 
spectives and experiences, and ultimately 
developed a joint resolution of common 
purpose, shared principles, values, and 
practices. The joint resolution envisions 
a comprehensive, family-driven, and 
youth-guided array of culturally compe- 
tent and community-based serv-ices and 
supports, organized in an integrated sys- 
tem in which families, youth, providers, 
advocates, and policymakers share 
responsibility and accountability for the 
care and treatment of children and 
youth with mental health needs and 
their families. 

The meeting and the joint resolution 
represent a new level of unity, partner- 
ship, and collaboration among these 
constituencies. Group members will 
work to finalize the consensus document 
during summer 2006. The group also 
agreed to develop a multi-faceted 
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Progress on the North American 
Certification Project 

The North American Certification Project arose 
from a broad opinion that North American 
certification for child and youth care practi- 
tioners is urgently needed. 

— Page 8 

Preventing Violence in 
Residential Care 

Action at all levels of a public health model is 
necessary to tackle the problem of violence. 

— Page 11 

The Teaching Family Model in 
Day Treatment Programs 

Barium Springs Home for Children decreased 
restrictive interventions by using the Teaching 
Family Model technology. 

— Page 14 

Point/Counterpoint 

Should states include structural/institutional 
racism as a factor in how they mitigate racial 
dlsproportionality and disparity of outcomes? 

— Page 17 
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strategy to promote the implementation 
of the joint resolution in policy and 
practice nationwide. This activity is evi- 
dence of important, critical new part- 
nerships and demonstrates a strong 
commitment to transforming children’s 
mental health in America. 

Joint Resolution to Advance a 
Statement of Shared Core Principles 
(preliminary draft, June 30, 2006) 

Preamble 

An exciting and significant step toward 
transforming the children’s mental 
health system occurred at the recent 
Building Bridges Summit in Omaha, 
Nebraska, June 14-17, 2006. To 
address historical tensions between resi- 
dential and community-based service 
providers and systems, a group of lead- 
ers in children’s mental health met to 
better integrate and link residential 
(out-of-home) and community services 
and supports. 

Chosen because of their range of 
experience and depth of knowledge, as 
well as their personal commitment to 
ensuring services that are respectful, 
empowering, and effective, summit par- 
ticipants included residential and com- 
munity-service providers, family mem- 



bers, youth, national and state policy- 
makers, system of care council members, 
tribal representatives, and representa- 
tives of national associations related to 
children’s mental health and residential 
care. 

The purpose of the summit was to: 

• Establish defined areas of consensus 
related to values, philosophies, and 
services. 

• Develop a joint statement about the 
importance of creating a compre- 
hensive service array for children, 
youth, and families, inclusive of resi- 
dential and out-of-home treatment 
settings as part of the entire range 
of services. 

• Identify emerging best practices in 
linking residential and community 
services. 

• Set the stage for strengthening rela- 
tionships and promoting consensus 
building. 

• Create action steps for the future. 

To a large degree, the summit 

accomplished these goals. Participants 
were able to dialogue and learn from 
each other’s perspectives and experi- 
ences. Presentations highlighted positive 
outcomes from integrating residential 
and system of care services. The youth 
and family voice was powerful and 
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provided leadership in helping to estab- 
lish the emerging vision. 

A particular accomplishment was 
the development of a joint resolution of 
common purpose, shared principles, val- 
ues, and practices. The resolution identi- 
fies an urgent need for transformation 
and envisions a comprehensive, family- 
driven, youth-guided array of culturally 
competent and community-based servic- 
es and supports, organized in an inte- 
grated system in which families, youth, 
providers, advocates, and policymakers 
share responsibility and accountability 
for the care and treatment of children 
and youth with mental health needs and 
their families. 

Participants believe that actualizing 
this vision will yield a more efficient 
service delivery system; more effective 
and appropriate services to children, 
youth and families; better use of 
resources; and improved outcomes. 

The meeting and joint resolution 
represent a new level of unity, partner- 
ship, and collaboration among the con- 
stituencies. The group agreed to develop 
a multifaceted strategy to promote the 
implementation of the joint resolution in 
policy and practice nationwide. Meeting 
participants hope that the principles, 
values, and practices will be adopted 
and implemented by organizations, local 
communities, state and national associa- 
tions, states, and the federal govern- 
ment. The summit and follow-up plans 
are evidence of important, critical new 
partnerships and demonstrate a strong 
commitment to transforming children’s 
mental health care in the United States. 

Resolution 

Whereas — Children, youth, and families 
should live a full life, where they experi- 
ence love, joy, learning, health, hope, 
and safety, and are able to reach their 
full potential; 

Whereas — Children, youth, and families 
should have access to a comprehensive 
array of appropriate mental health serv- 
ices that includes promotion and preven- 
tion, early intervention, and community- 
based services and supports, including 
settings that provide 24-hour treatment, 
and both short- and long-term care; 



Whereas — Children and youth who have 
mental health needs, and their families, 
are often served by other child-serving 
systems, including child welfare, sub- 
stance abuse, juvenile justice, education, 
health and developmental disabilities; 
and 

Whereas — There is a sense of urgency to 
transform and improve mental health 
service delivery because children, youth, 
and families deserve to have their men- 
tal health needs addressed now. 

Be it therefore now resolved that the 
undersigned agree to establish a partner- 
ship and a commitment to a core set of 
principles. Further, we agree to follow 
these principles and practices in our 
work and daily lives and to promote 
them in our activities. 

Specifically, we agree to: 

Core Values 

• Demonstrate, in word and deed, the 
utmost respect for children, youth, 
and families and one another, and 
create an environment that values 
cultural differences, listening, and 
learning from each other. 

• Create approaches to ensure that no 
family has to relinquish custody of 
their child to obtain mental health 
services, and that mental health par- 
ity is recognized. 

• Espouse a model for 24-hour treat- 
ment that is multiservice; takes a 
holistic view of each child, youth, 
and family, incorporating physical 
health, spiritual health, intellectual 
pursuits, social engagement, and 
emotional health; and creates access 
to a broad array of services and 
supports. 

• Commit to developing or enhancing 
community-based services that are 
necessary to decrease the need for 
24-hour treatment settings or that 
facilitate the transition from 24- 
hour treatment to community-based 
service settings. 

• Recognize the value of relationship- 
based approaches, and use them in 
all aspects of care. 

Family-Driven and Youth-Guided 

• Create and advance a philosophy 



that the commitment to a child, 
youth, and family is ongoing, does 
not allow for a premature discharge, 
strives to provide long-term continu- 
ity, supports transitions, and incor- 
porates a “whatever it takes” and 
“never give up” attitude to provid- 
ing help and support. 

• Embrace the concept of family- 
driven, youth-guided care so youth 
and families are integral partners in 
service-delivery decisions and agency 
functioning, including having roles 
of significance on agency boards 
and committees. 

• Ensure children, youth, and families 
feel safe and nurtured and have a 
sense of belonging, and that children 
and youth have a developmentally 
appropriate role in their care and in 
creating rules, regulations, and 
policies. 

• Ensure sibling bonds are maintained 
and that assistance to siblings is 
incorporated into treatment plans as 
indicated. 

• Commit to finding ways to ensure 
that children and youth grow up in 
families. If a youth requires treat- 
ment in a 24-hour treatment setting, 
this should occur only for a period 
of time that is necessary, and, for 
whatever period of time, it is under- 
stood this represents a young per- 
son’s home, and there is a need to 
create a home-like environment in 
which activities are “normalized” 
and family members have open 
access to the facility. 

Cultural and Linguistic Competence 

• Develop plans and implement serv- 
ices that value culture, spirituality 
and religion and provide opportuni- 
ties for children, youth, and families 
to use their native languages and 
indigenous healing practices. 

• Develop strategies to reduce the 
overrepresentation of children of 
color in both restrictive and non- 
restrictive settings, and the disparity 
in outcomes. 

Clinical Excellence and Quality 

Standards 

• Provide the highest quality of care 
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that is based on clinical excellence, 
is trauma informed, uses the latest 
research evidence, and emphasizes 
continuous quality improvement 
that uses data and feedback to 
advance the goals of improving 
services. 

• Determine and identify service 
approaches that are most appropri- 
ate for children and youth, what 
treatment settings should be used, 
and for how long. 

• Develop behavior support tech- 
niques that are positive, strive to 
eliminate coercion and coercive 
interventions, use only medications 
that are clinically appropriate, and 
do not take away basic rights, 
including visits between families and 
children. 

• Ensure all treatment services are 
licensed and regulated by appropri- 
ate agencies, and that monitoring is 
accomplished by well-trained indi- 
viduals (including families and pro- 
fessionals) whose values are consis- 
tent with these principles. 

• Hold all providers and systems 
accountable for actions and out- 
comes. If something doesn’t reflect 
quality, doesn’t work, or doesn’t 
embrace the values of the field, it 
cannot be maintained. 

Accessibility and Community 

Involvement 

• Provide services to children and 
youth within close proximity to 
families, or provide strategies to 
ensure distance issues are adequate- 
ly and appropriately addressed. 

• Participate in the local community 
and with other child-serving agen- 
cies to improve coordination and 
access schools and recreational 
opportunities, and to create a pres- 
ence in families, schools, and com- 
munity providers. 

Transition from Youth to Adulthood 

• Provide coordination and assistance 
as a young person transitions to 
adulthood. 

• Ensure transitions to and from 24- 
hour treatment are addressed as a 
component of the service model, 



including the preparation for treat- 
ment and coordination with post- 
treatment discharge. 

• Ensure lifeskills practice and train- 
ing are required in all service-deliv- 
ery models and that education/ 
vocation services are a critical 
focus. 

Effective Workforce Development 

• Ensure the workforce is competent; 
receives regular, ongoing training 
and supervision; is well compensat- 
ed; and reflects the diversity of the 
population being served. 

Assessment, Evaluation, and 
Continuous Quality Improvement 

• Develop universal outcomes 
that measure the effectiveness 
of services. 

• Obtain and provide the highest 
quality assessment that drives 
services so that meaningful individ- 
ualized plans for every child, youth, 
and family are developed and 
implemented, and to ensure these 
plans include a significant focus on 
child, youth, and family strengths, 
and are culturally 

competent. 

• Conduct research and evaluation, 
including follow-up, post-discharge 
data collection to determine the 
effectiveness of services on relevant 
outcomes such as success in educa- 
tion and work settings, recidivism 
in mental health and other child 
serving systems, as well as social 
connectedness. 

In addressing the principles espoused in 
this joint position, the undersigned rec- 
ognize the fiscal complexities and reali- 
ties in providing services. Therefore, we 
further agree to: 

• Commit to working together to 
identify resources that support the 
goals, values, and principles in this 
statement, including strategies to 
support flexible funds and waivers 
for home and community-based 
services (for example, in-home 
support services, respite care, and 
mentorship). 

• Commit to creating a balance in 



funding and capacity between com- 
munity-based services and 24-hour 
treatment that acknowledges the 
importance of having a comprehen- 
sive array of services and supports 
and strives to ensure that there are 
enough resources in the community 
to promote appropriate placements 
and facilitates timely discharge. 

• Create incentives for community 
services and supports and 24-hour 
treatment to rebalance, reallocate, 
reengineer, and ultimately reinvest 
in services to allow for youth and 
family choice, and that focus on 
effective services that create the 
most positive outcomes. 

Contact the office of Gary M. Blau, 
PhD, Chief, Child and Adolescent 
Family Branch, Center for Mental 
Health Services, at 240/276-1921, or via 
e-mail at gary.blau@samhsa.hhs.gov, to 
convey your support or to request addi- 
tional information. 

Lloyd Bullard is Director of Residential 
Services and Cutural Competence for CWLA. 

Invitees, Building Bridges Summit 
Sue Addison and Chris Addison 
Family Advocate 
3568 Dodge Street Suite 2 
Omaha, NE 68131 

Uma Ahluwalia 
CWLA Member 
DC Child and Family Services 
400 Sixth Street SW 
Washington, DC 20024-2703 

Kamela Allen 

Chief of Staff, Program Director, 
Children in Managed Care 
Center for Health Care Strategies 
242 Princeton Avenue, Suite 119 
Hamilton, NJ 08619 

Richard Altman 

CWLA Member 

Chief Executive Officer 

Jewish Child Care Association of NY 

120 Wall Street 

New York, NY 10005 



Marvin Alexander 
Youth Coordinator 
ACTION for KIDS Program 
2707 Browns Lane 
Jonesboro, AR 72401 

Dr. Chris Bellonci 
CWLA Member 
Medical Director 
The Walker School 
1968 Central Avenue 
Needham, MA 02192 

Robert Bernstein 
Executive Director 

Bazelon Center for Mental Health Law 
1101 15th Street NW 
Suite 1212 

Washington, DC 20005 

Shay Bilchik 

CWLA President/CEO 

440 First Street NW, Third Floor 

Washington, DC 20001 

Trish Blakely 
Healthy Families Project 
2202 South 1 1 Street, Suite 226 
Lincoln, NE 68502 

Gary M. Blau 

Chief, Child, Adolescent and 
Family Branch 

Center for Mental Health Services 
Substance Abuse and Mental Health 
Services Administration 
1 Choke Cherry Road 
Room 6-1045 
Rockville, MD 20857 

Ted Blevins 
CWLA Member 
Lena Pope Home Inc. 

3131 Sanguinet Street 
Ft. Worth, TX 76107 

Jone M. Bosworth 
Senior Director 

Jim Casey Youth Opportunities 
222 South Central, Suite 305 
St. Louis, MO 63105 

Sue Bowler 

Department of Children, Youth, 
and Families 

Children’s Behavioral Health 



Third Floor 
101 Friendship St. 

Providence, RI 02903 

Lloyd Bullard 

CWLA Director, Residential Services 
440 First Street NW Third Floor 
Washington, DC 20001 

Joyce Burrell 

Juvenile Justice Resource Specialist 
Technical Assistance Partnership for 
Child and Family Mental Health 
1000 Thomas Jefferson Street, NW 
Washington, DC 20007 

Leslie Byers 
Family Liaison 
Uta Halee-Cooper Village 
10625 Calhoun Road 
Omaha, NE 68112 

Beth Caldwell 

Caldwell Management Associates 
PO Box 712, 16 Wright Lane 
Housatonic, MA 01236 

Myrna Carpenter 

STARS for Children's Mental Health 
Youth Involvement Coordinator 
407 Washington Street 
Monticello, MN 55462 

Fred J. Chaffee 
CWLA Member 
Chief Executive Officer 
Arizona’s Children Association 
PO Box 7277 
Tucson, AZ 85725 

Cathy Connolly 

President, St. Charles Youth and 
Family Services Inc. 

4757 North 76th Street 
Milwaukee, WI 53218-4732 

Joseph M. Costa 
CWLA Member 
Chief Executive Officer 
Sunny Hills Childrens Garden 
Family and Childrens Services 
300 Sunny Hills Drive 
San Anselmo, CA 94960-1995 

Jim Dalton 
Vice President 



Damar Services 
6324 Kentucky Ave 
Indianapolis, IN 46221 

John Damon 

CWLA Member 

Chief Operating Officer 

Mississippi Childrens Home Services 

1900 North West Street 

PO Box 1078 

Jackson, MS 39215-1078 

Doug DeCerbo 
CWLA Member 
Chief Operating Office 
Boys and Girls Village Inc. 

528 Wheelers Farm Road 
Milford, CT 06461 

Jonah Deppe 

Family Member and Executive Director 
NE Federation of Families 
2324 S 125th Avenue. 

Omaha, NE 68144 

Melissa Doncheske 
2209 D Street, Apt #2 
Lincoln, NE 68502 

Deb Downing 
CWLA Member 

Manager, Specialized Services to Youth 
Montgomery County Children Services 
3304 North Main Street 
Dayton, OH 45405 

Jerry Doyle 
CWLA Member 
Eastfield Ming Quong 
Children and Family Services 
251 Llewellyn Avenue 
Campbell, CA 95008 

Susan Dreyfus 

Alliance for Children and Families 
Chief Operating Officer 
11700 West Lake Park Drive 
Milwaukee, WI 53224-3099 

Holly Echo-Hawk 
Echo-Hawk and Associates 
16715 Leaper Road 
Vancouver, WA 98686 
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Dan Embree 
Program Director 
The Dawn Project 
Choices Inc. 

4701 N. Keystone Avenue, Suite 150 
Indianapolis, IN 46205 

Sylvia Fisher 

Public Health Analyst 

Child, Adolescent, and Family Branch 

Center for Mental Health Services 

SAMHSA 

1 Choke Cherry Road 
Room 6-1047 
Rockville, MD 20857 

Bob Friedman 

Research Training Center 

Florida Mental Health Institute 

Department of Child and Family Studies 

University of South Florida 

13301 Bruce B. Downs Blvd. 

Tampa, FF 33612-3899 

Martha Globus-Rodriguez 
125 Meriland Ave 
Highland Park, NJ 08904 

Sybil K. Goldman 
Senior Advisor 

Georgetown University Center for 
Child and Human Development 
3300 Whitehaven Street NW, Suite 3300 
Washington, DC 20007 

Mark Greenberg 
Administrator 
Villa Maria 

2300 Dulaney Valley Road 
Timonium, MD 21093-2799 

Tricialouise Gurley 
Youth Representative 
Youth M.O.V.E. 

33 Van Wart Avenue, Suite 5 A 
White Plains, NY 10606 

Topher Hansen 
Centerpointe 
2633 P Street 
Fincoln, NE 68503 

Raquel Hatter 
Whaley Children’s Center 
1201 N. Grand Traverse 
Flint, MI 48503-1312 



Farke Huang 

Senior Advisor on Children 
SAMHSA 

1 Choke Cherry Road 
8-1051 

Rockville, MD 20857 

Barbara Huff 

2837 North Plumthicket 

Wichita, KS 67226 

Ed Irby 

Alternative Behavioral Services Inc. 

240 Corporate Blvd. 

Norfolk, VA 23502 

Carol Iron Rope-Herrera 
Casey Tribal Project 
PO Box 937 
Pine Ridge, SD 57770 

Dolores A. Jimerson 
Community Development Specialist 
CWLA Member Representing: Terry 
Cross, Executive Director 
National Indian Child 
Welfare Association 
5100 SW Macadam Avenue 
Portland, Oregon 97239 

Fouise K. Johnson 

Director of Childrens Services 

SC Department of Mental Health 

Division of Children, Adolescents, and 

Their Families 

2414 Bull Street 

Columbia, SC 29201 

Patricia Johnston 
NACBH 

1025 Connecticut Avenue NW 
Suite 1012 

Washington, DC 20036 

Helen Jones-Kelly 
CWLA Member 
Executive Director 

Montgomery County Children Services 
3304 N. Main Street 
Dayton, OH 45405 

Bruce Kamradt 
Wraparound Milwaukee 
9201 Watertown Plank Road 
Milwaukee, WI 53226 



Princess Katana 
Project Director 
The Childrens Partnership 
Travis County Health and 
Human Services 
PO Box 1748 
Austin, TX 78701 

Harriet Lambrecht 
11777 South Hwy 11 
Wood River, NE 68883 

Linda Liebendorfer 
Nebraska Family Support Network 
3568 Dodge Street, #2 
Omaha, NE 68131 

Bob Lieberman 
Director, CEO 
American Association of 
Childrens Residential Centers 
Southern Oregon Adolescent 
Study and Treatment Center 
715 SW Ramsey Street 
Grants Pass, OR 97527 

William P. Martone 
CWLA Member 
President/CEO 
The Sycamores 

210 South DeLacey Avenue, Suite 110 
Pasadena, CA 91105 

Marlene Matarese 

Youth Involvement Resource Specialist 
American Institute for Research 
1000 Thomas Jefferson Street NW 
Washington, DC 20007 

Denis McCarville 
CEO/President 

Uta Halee Girls Village/Cooper Village 
3017 Mormon Street 
Omaha, NE 68112 

Peggy McElgunn 
Executive Director 
Teaching Family Association 
PO Box 2007 
Midlothian, VA 23113 

Mary Fraser Meints 
Government Relations Director 
Uta Halee Girls Village/Cooper Village 
3017 Mormon Street 
Omaha, NE 68112 
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Joy Midman 
Executive Director 
National Association for 
Children’s Behavioral Health 
1025 Connecticut Avenue NW 
Suite 1012 

Washington, DC 20036 

Connell O'Brien 
Policy Specialist 
Pennsylvania Community 
Providers Association 
Bldg 3, Ste 200 
2101 N Front Street 
Harrisburg, PA 17110 

Greg Peters 

CWLA Members 

Executive Director 

United Methodist Family Services 

3900 W. Broad Street 

Richmond, VA 23238 

Sheila A. Pires 

Human Service Collaborative 
1728 Wisconsin Avenue NW, #224 
Washington, DC 20007 

Arthur Ring Jr. 

Executive Vice President/COO 
Pressley Ridge 
530 Marshall Avenue 
Pittsburgh, PA 15214 

Nancy L. Rollins 
CWLA Member 

Director, Division of Community- 
Based Care Services 
129 Pleasant Street 
Concord, NH 03301 

Linda Rosenberg 
President/CEO 
National Council for 
Community Behavioral Healthcare 
12300 Twinbrook Pkwy., Suite 320 
Rockville, MD 20852 

Samantha Savage 
Youth Representative 
Youth M.O.V.E. 

PO Box 419 
Florence, NJ 08518 



Kim Scott 
President 

Trillium Family Services 
3415 SE Powell Blvd. 

Portland, OR 97202 

John Solberg 
Executive Director 
Rawhide Inc. 

E7475 Rawhide Road 
New London, WI 54961-9025 

Jose J. Soto 

Vice President for AA/Equity/Diversity 
Southeast Community College Area 
301 South 68th Street Place 
Lincoln, NE 68510 

Sandra Spencer 

Executive Director 

Federation of Families for 

Children’s Mental Health 

9605 Medical Center Drive, Suite 280 

Rockville, MD 20850 

Thomas R. Standish 
CWLA Member 
COO 

Buckeye Ranch Inc. 

5665 Hoover Road 
Grove City, OH 43123 

Mary Stone Smith 
Catholic Community Services 
5410 North 44th Street 
Tacoma, WA 98407 
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Beth A. Stroul 
Vice President 
Management and Training 
Innovations Inc. 

11197 Longwood Grove Drive 
Suite 100 
Reston, VA 20194 

Brad Williams 
Youth Representative 
Youth M.O.V.E. 

13 Sassafrass Lane 
Florence, KY 41042 

Andrew E. Zinn 

Senior Researcher 

Chapin Hall Center for Children 

1313 East 60th Street 

Chicago, IL 60637 




The Promise of Professionalism 
Arrives in Practice: Progress on the 
North American Certification Project 

By Martha A. Mattingly and David Thomas 



I n recent years, a workforce crisis has 
developed in the field of child welfare 
(Annie E. Casey Foundation, 2003) 
as workers have become frustrated and 
felt poorly supported (Light, 2003), 
leading to high turnover rates (Drais- 
Parillo, 2002). The fields of child day 
care or early childhood education 
(Macdonald & Merrill, 2002), after- 
school programs (Halpern, 2002), and 
psychiatric institutions for children and 
adolescents (American Academy of 
Child and Adolescent Psychiatry, 2002) 
face similar issues. 

Evidence in the literature suggests 
these workforce factors also correlate 
with abuse of children or youth in care 
(Bednar, 2003), increased use of physical 
restraint with children and youth in care 
(American Academy of Child and 
Adolescent Psychiatry, 2002; Jones & 
Timbers, 2003), poor client satisfaction 
with services (Bednar, 2003), and inade- 
quate service quality and outcomes 
(Bednar, 2003; Elalpern, 2002; 
Macdonald & Merrill, 2002). Savicki 
(2001) found that a lack of peer cohe- 
sion, poor supervisor support, work 
overload, environmental disorder, and a 
lack of autonomy, in addition to certain 
individual personality factors, all corre- 
lated with burnout among child and 
youth care workers. The same study 
showed that 21% of workers were suf- 
fering extreme symptoms of burnout, 
62% were classified in a mixed burnout 
category, and only 17% were classified 
in the low burnout group. 

Lochhead (2001) stressed the chick- 
en and egg nature of many problems in 
the field. The profession of child and 
youth care does not have a positive, 
clear identity, for example, which means 
there is no strong public support for 



funding. This also means the system is 
underfunded and working conditions 
are dire, resulting in poor training, low 
standards for workers, and rapid 
turnover. The quality of practitioners 
often is not good, which leads to prob- 
lems that are played up in the press 
because of the negative image of the 
field, leading to less positive informa- 
tion and a poorly defined identity for 
the profession. According to Lochhead, 
the challenge for leaders in the field is 
to take practical steps that will break 
some of these cycles. 

For the past 30 years, a group of 
practitioners, educators, researchers, 
and theorists in the field of child and 
youth care have discussed, written 
about, and organized a profession of 
child and youth care practice in North 
America, with the goal of changing 
some of the underlying factors that 
have contributed to these chronic prob- 
lems (Kelly, 1990; Krueger, 2002; 
Lochhead, 2001; Thomas, 2002). When 
a profession is firmly established, the 
benefits to employers can include lower 
levels of burnout and turnover among 
direct-care workers. Benefits to children 
and youth in the systems can include 
more competent and compassionate 
care in the context of more stable rela- 
tionships. Benefits for practitioners 
include enhanced status, more autono- 
my and authority, and higher wages. 

Although definitions of profession 
vary, and the literature includes evi- 
dence of disagreement on the steps to 
reaching the goal of professionalization, 
consensus has evolved in recent years 
on the necessity of a system for certify- 
ing that individual child and youth care 
practitioners meet defined standards for 
competence. Relatively little has been 



published in the child and youth care 
field about the methods for assessing a 
practitioner’s competence. Substantial 
literature exists in other fields, however, 
about certification examinations and 
other methods of assessing professional 
competence. 

The North American Certification 
Project (NACP; Mattingly et al., 2002) 
arose from a broad opinion that North 
American certification for child and 
youth care practitioners is urgently 
needed. This project is a joint response 
by the Association for Child and Youth 
Care Practice (ACYCP), the Council of 
Canadian Child and Youth Care 
Associations (CCCYCA), and the 
International Leadership Coalition for 
Professional Child and Youth Care 
Work (ILC). Formally supporting 
organizations are: the Academy of 
Child and Youth Care Professionals, 
CWLA’s Walker-Trieschman Center, 
ACYCP, the Child Welfare League of 
America, CCCYCA, ILC, and the 
National Resource Center for Youth 
Services. 

The project is funded and support- 
ed by the efforts of the child and youth 
care professional community. 

Numerous mature child and youth 
care practitioners and academics from 
Canada and the United States have pro- 
vided project leadership, support, mate- 
rials, and critical comments, all essential 
to the success of this effort. 

The project is guided by the current 
description of the field and is commit- 
ted to the principles of inclusion of 
organizations and persons concerned 
with setting standards for child and 
youth care practitioners, credibility, 
generic standards applicable to the 
broad array of practice settings, 
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reciprocity among governmental units 
and practice settings, and support for 
the ethical standards of the field. Three 
levels of certification are probably need- 
ed for the full development of the pro- 
fession: entry level, first professional 
level (roughly comparable to that of a 
teacher or social worker), and an 
advanced level. The North American 
Certification Project (NACP) currently is 
focused on developing certification for 
the first professional level. 

This paper reviews the work com- 
pleted and in process toward establish- 
ing the competencies, the proposed certi- 
fication process, and the design for the 
assessment of the competencies. The 
educational system, governmental 
organizations, and development of pro- 
fessional bodies differs between the 
United States and Canada. The certifica- 
tion process described here is for the 
United States; appropriate Canadian 
bodies and constituencies are attending 
to this issue for Canada. 

Developing the Competencies 

For many years, organizations con- 
cerned with child and youth care prac- 
tice have developed statements of stan- 
dards, most of which are not part of the 
indexed literature. To develop the NACP 
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competencies document, materials relat- 
ed to practitioner standards and compe- 
tency in the field were collected, 
reviewed, and prepared for analysis. 
Over about five years, a group of child 
and youth care professionals used these 
collected documents as a foundation, 
interpreted their meaning, filled in exist- 



ing gaps, removed what was not useful, 
articulated new directions, made 
the language clear and direct, and 
established congruence with current 
scholarship. 

Values related to practice were 
extracted and edited and now appear 
as the “foundational values for profes- 
sional child and youth care practice.” 
Four competency domains were identi- 
fied: professionalism, applied human 
development, relationship and commu- 
nication, and developmental practice 
methods. 

An additional domain, cultural and 
human diversity was added. It is likely 
that cultural and human diversity did 
not emerge in the collected literature 
since many documents are older and 
the discussion of culture and diversity 
is a more recent phenomenon. Each 
domain has a description, a list of foun- 
dational knowledge, and a detailed list 
of competencies. 

The developmental, ecological per- 
spective of the field led to a considera- 
tion of the competencies in specific con- 
texts of application: self, relationship, 
environment, organization (system), and 
culture. Further development of these 
contextual considerations may be car- 
ried out in the future. 

The document was edited, posted 
on the ACYCP website for comment, 
revised, and then reposted to the web 
(Mattingly et al., 2002). ACYCP has 
accepted the document as the basis for 
professional certification in the United 
States. It is also being considered by 
appropriate Canadian bodies. 

Proposed Application Process and 
Requirements for the United States 

ACYCP (2002) has outlined six basic 
requirements for certification as a pro- 
fessional-level child and youth care 
practitioner. Persons certified through 
this process can use the title Certified 
Child and Youth Care Practitioner. The 
initials CCYCP may be used following 
the practitioner’s name — for example, 
John W. Smith, BS, CCYCP. To qualify 
to sit for the examination, candidates 
have to document their preparation and 
competence in the first five areas: educa- 
tion, experience, references, training, 



and professional membership. All six 
criteria must be met for certification. 

Education requirements. At least a 
baccalaureate degree from a regionally 
accredited college or university (without 
specific major) is required. Waivers are 
available for the first seven years of the 
certification process (see experience 
requirements). 
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Experience requirements are based 
on paid employment, with the exception 
of supervised field-related internships, 
for which a maximum of 500 hours 
may be applied. Serving as a foster par- 
ent qualifies, volunteer work does not. 
There will also be additional specifica- 
tions for appropriate experience to 
relate to the competencies. The degree 
(experience) ladder is: master’s degree, 
2,000 hours qualified experience; bache- 
lor’s degree, 4,000 hours, and waivers 
for the first seven years; associate’s 
degree, 6,000 hours; high school or 
equivalent, 10,000 hours. All experience 
must be qualified and documented. 

Training requirements. Candidates 
must document 250 hours of training 
directly related to the competency areas. 
At least 100 of these training hours 
must have occurred during the past five 
years. Candidates must meet the mini- 
mum required standards for each of the 
competency domains: professionalism 
(20 hours), cultural and human diversi- 
ty (20 hours), applied human develop- 
ment (20 hours), relationship and com- 
munication (40 hours), developmental 
practice methods (80 hours). Qualified 
training involves formal agency in-serv- 
ice training, conference and workshops 



9 






attendance (for specific sessions attend- 
ed only), and college-level courses, pro- 
vided they address the 
competencies. Certification must be 
renewed every two years with the com- 
pletion of 30 hours of qualified continu- 
ing education. 

Professional references. Four profes- 
sional references from people who have 
known the candidate for at least six 
months are required, including a direct 
supervisor or a second supervisor or 
CYC professional, and two references 
from peers familiar with the applicant’s 
skills and abilities. 

Professional membership. Active 
involvement in the profession is demon- 
strated by current membership and par- 
ticipation in at least one qualified pro- 
fessional organization related to child 
and youth care practice. 

Assessment of the Competencies 
To certify individual practitioners, the 
national association must first create 
methods for evaluating knowledge, 
skills, and abilities in the areas described 
in the NACP Competencies Document. 

As of July 2006, the competencies 
have been sorted into categories best 
assessed by examination, portfolio, and 
supervisor assessment. A competency- 
based examination based on scenarios 
collected from the field has been con- 
structed and pilot tested on about 850 
practitioners (750 from the United 
States and 100 from Canada), and 
validation studies are in progress. A 
competency-based portfolio and a 
competency-based supervisor’s assess- 
ment have also been developed. The first 
practitioners will be certified within the 
next few months. 

The NACP Assessment Work Group 
includes Dale Curry, Frank Eckles, John 
Markoe, Martha Mattingly, Carol 
Stuart, David Thomas (Coordinator), 
and Susan Wierzbicki. Additional 
reviewers and consultants for the group 
include Lloyd Bullard, Carol Kelly, Tony 
Maciocia, Varda Mann-Feder, Peter 
Rosenblatt, and Anne Tubb. Most of the 
committee’s work is conducted through 
teleconference meetings that have 
occurred two or three times a month for 
more than a year. The work group has 



almost completed the test design for the 
certification examination after identify- 
ing which competencies can best be 
assessed through each of the different 
methods. 

The use of a certification examina- 
tion was discussed extensively before 
the North American Certification 
Project participants, the ACYCP Board 
of Directors, and the Assessment Work 
Group reached a consensus on the 
necessity for the exam. Concerns 
expressed by participants about the use 
of an examination included the difficul- 
ties of testing knowledge, skills, and 
abilities through paper-and-pencil exam- 
inations, the challenge of placing the 
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way that translates across 
settings, states, and nations. 



competencies in the context of practice 
in an exam, and possible adverse effects 
on minority group members. 

The literature also reflects these 
concerns (Flaladyna, 1994; Peluso, 
2000; & Sackett et al., 2001). On the 
other hand, Sacket et.al. (2001) empha- 
sized the value of well-designed tests 
and assessment measures with high 
validity, which virtually all professional 
certification programs employ for 
good reason. 

Although the challenges are sub- 
stantial, the outcome should be worth- 
while. With an effective, widely recog- 
nized national certification system, indi- 
vidual practitioners will be able to gain 
recognition for their abilities in a way 
that translates across settings, states, 
and nations. This is a necessary step for 
child and youth care on the road to full 
professional status. 

Following are updates on the North 



American Certification Project: 

• The instruments for assessing the 
candidates, the certification exami- 
nation, the competency-based port- 
folio, and the supervisory’s assess- 
ment tool have been completed. 

• A study to validate the certification 
examination is underway. 

• The competency-based portfolio and 
the supervisory's assessment tool 
are in review. 

• Certification will tentatively be 
available to the validation test 
group in early 2007. 

• Certification will tentatively be 
available to qualified candidates in 
late 2007. 

(This article was adapted from an article in 

the Journal of Child and Youth Care, 

Volume 19, 2004.) 

Martha A. Mattingly is Professor Emeritus of 
Applied Developmental Psychology, 

University of Pittsburgh. 
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the Director of the Texas Center for 
Adolescent Rehabilitation and Education, 
Houston. 

References 

American Academy of Child and 
Adolescent Psychiatry (2002). 
Practice parameter for the preven- 
tion and management of aggressive 
behavior in child and adolescent 
psychiatric institutions, with special 
reference to seclusion and restraint. 
Journal of the American Academy 
of Child and Adolescent Psychiatry, 
4J(Suppl. 2), 4S-25S. 

Annie E. Casey Foundation. (2003, 
February). The unsolved challenge 
of system reform: The condition of 
the frontline human services work- 
force. Baltimore: Author. 

Association for Child and Youth Care 
Practice (ACYCP). (March 18, 
2002). Proposed application process 
and requirements for professional 
child and youth care practitioner 
certification. (Working Paper). 
Milwaukee: Author. 



10 



continued on page 1 6 





Preventing Violence in Residential 
Care: A Public Health Perspective 



By Brodie Paterson, David Leadbetter, and Gail Miller 



V iolence in child care is an issue 

that has been framed largely as a 
problem of individual staff atti- 
tudes or skill deficits that are remediable 
by conflict management or physical 
intervention skills training. By default, 
this approach has deemphasized the cen- 
tral role and responsibility of the agency 
and the structural dimensions of care 
that lie outside the control of individual 
workers (Leadbetter & Paterson, 2004). 

As such, the individualizing 
approach represents a potentially cata- 
strophic mistake, albeit one in which the 
recent history of violence prevention 
suggests many organizations continue to 
make (Leadbetter, 2004). 

In this context, the prevention of 
violence needs to be understood from 
the public health model (Sethi et al., 
2004). This suggests prevention has 
three distinct dimensions (see Figure 1): 

• Primary prevention: action taken to 
prevent violence before it happens 
by addressing root causes. 

• Secondary prevention: action taken 
to prevent violence when it is per- 
ceived to be imminent. 

• Tertiary prevention: action taken 
during and after violence has 
occurred to prevent or reduce the 



potential for physical and psycho- 
logical harm to the parties involved 
and to inform primary and second- 
ary prevention strategies. The 
notion of prevention, in this con- 
text, is in the public health sense of 
preventing or reducing harm (Sethi 
et al., 2004). All levels require 

• action at the organization level, 

• the staff team, 

• the individual worker, and 

• the children and young people. 

The premise is that each level oper- 
ates within its own circle of influence 
(see Figure 2). Action at all levels is nec- 
essary if the problem of violence is to be 
tackled. 

Action at the Organization Level 

Violence prevention at an organizational 
level requires clear leadership via a sen- 
ior manager with overall responsibility 
for preventing violence and developing, 
disseminating, and implementing a poli- 
cy on workplace violence, including 
guidance on reporting and the necessity 
for mandatory post incident reviews. 

Root cause analysis can then inform 
action to address underlying structural 
reasons for violence suggested by inci- 
dent investigations, such as interactions 



dominated by a limited setting, inconsis- 
tency in staffing, impoverished and 
physically unsuitable environments, low 
rates of engagement with children and 
young people, or poor job design. A 
training needs analysis can then inform 
the development, implementation, and 
evaluation of a training strategy. 

The training strategy, however, must 
embrace much more than crisis manage- 
ment in considering underlying skills 
deficit in direct care and other staff. 
These may include the need to revisit 
what might already be expected to be in 
place, such as core professional values; 
positive beliefs about the capacity for 
recovery, growth, and change in children 
and young people; and collaborative 
approaches to care planning and the use 
of structured risk assessment or manage- 
ment plans. 

In addition, advanced training in 
interventions such as psychotherapy, 
psychosocial interventions, and motiva- 
tional interviewing should be consid- 
ered. Staff must have the necessary skills 
to undertake the focused, structured, 
evidence-based interventions that can 
possibly avert violence before it occurs, 
and not just training in how to manage 
crisis more effectively (Goldstein, Glick, 
& Gibbs, 1998). 

Assuming such skills exist simply 
belies the reality of many children’s 
homes. Crisis management training 
should not be used to compensate for 
failure to deliver on good practice in 
areas such as general staff development, 
staff appraisal, and clinical supervision 
(Anglin, 2002). 

The idea of a total organizational 
response must be taken further in many 
care settings. An active partnership 
among children and youth, care staff, 
clinical staff, the wider organization, 
and other agencies involved, such as 
criminal justice, is required. 




Figure 1 
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Action at the Staff Team Level 

Explicit attention to workplace culture 
is vital. Organizations where staff feel 
devalued and disenfranchised are unlike- 
ly to provide a suitable therapeutic 
regime. If we deny staff the means to 
satisfy their existential needs — including 
the need to feel valued and effective, as 
well as the need for stimulation and 
excitement — we should not be surprised 
if the result is malignant aggression 
(Fromm, 1977). All too readily, an 
invidious combination may be produced 
where the frustration of legitimate 
desires by care staff in their professional 
lives produces hostility which, via dis- 
placement, expresses itself in regimes of 
care that consist largely of control and 
coercion (Bowie, 1998). 

Service users’ reactions to such 
regimes can create a vicious circle of 
punishment and yet greater control. 

Care settings where violence occurs 
must constantly refocus their profession- 
al roles, lest they find themselves only 
reflecting the patterns of blame and 
vengeance common in society (Fisher, 
2003). Aggression in service users may 
invoke counter aggression in care staff. 
Staff must anticipate, acknowledge, and 
manage such reactions (Mullen, 2003). 
Fisher discusses the Stanton-Schwartz 
effect, whereby order “disintegrates 
when staffs do not resolve conflicts with 
each other.” The compelling suggestion 
is “that consumers accurately mirror 
and enact staff tensions” (Fisher, 2003). 
Enabling staff to recognize and work 



through conflicts before they affect serv- 
ice users is, therefore, necessary. 

Action at the Individual Worker Level 

Training in skills such as risk assessment 
and proactive risk management can 
reduce violence by drawing staff atten- 
tion to the reasons behind an individ- 
ual’s violent behavior, and prompt staff 
engagement before aggression is immi- 
nent (Needham et al., 2004). A focus on 
training for staff in direct contact with 
children and young people can, however, 
neglect the significant training needs of 
managers who may need help moving 
beyond prevalent cultures of victim 
blaming, and implement approaches, 
such as root cause analysis, to identify 
causal factors at all levels, including 
organizational culture. Training in crisis 
management does play a role but must 
be approached only with considerable 
caution and only once primary preven- 
tion has been addressed. 

Action at the Child and Youth Level 

This relates principally to individual 
care and program planning. Each child 
or young person must have an individ- 
ual care plan and, where violence is an 
issue, the plan must identify underlying 
problems related to his or her violent 
habits and the circumstances in which 
violence can likely occur. An agreed 
upon crisis plan also identifies preferred 
coping strategies to use in advance. This 
is when structured interventions using 
psychosocial interventions, anger man- 



agement training, prosocial skills and 
values training, and contingency man- 
agement may be required. 

Secondary Prevention. Depending 
on the context, secondary prevention 
may be planned or unplanned. In some 
situations, violence by children and 
youth may involve highly predictable 
patterns of response. Knowledge of 
such patterns, gathered via functional 
analysis, can allow staff to plan proac- 
tive positive interventions to prevent 
violence. Where violence may not be 
preventable, however, it can allow for 
planned reactive strategies to be devised 
and tested. 

These can guide staff when the 
behavior of children and young people 
follows a pattern of escalation, so that 
imminent violence might be recognized 
early and averted. Such planning, where 
practical, should be done in conjunction 
with children and young people, allow- 
ing them to recognize and use their pre- 
ferred coping strategies. 

Tertiary Intervention. In this con- 
text, violence is either happening or has 
happened. Staff have been unable to 
prevent its occurrence and are now 
focused on reducing the risk of vio- 
lence-causing physical or psychological 
harm. Strategies to manage immediate 
violence will vary, depending on risk 
assessment and organizational policy, 
but may include withdrawal by staff, 
the removal of other services users who 
may be a risk, and forms of physical 
intervention such as blocking or break- 
away strategies that enable staff to 
remove themselves from the threat. 
Prolonged or more serious violence may 
necessitate physical intervention in the 
form of restraint — either physical or 
mechanical — or seclusion or medica- 
tion. Clear protocols must be in place 
that detail the nature of the response 
expected by each member of the clinical 
team and each agency. 

Once immediate crisis has passed, 
organizations must do several things: 

• Review the incident. Put whatever 
lessons need to be learned organiza- 
tionally into action to avert or 
improve the management of similar 
situations. 

• Review the care of the individual 
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involved. Action is taken related to 
the individual’s care plan to avert 
future crisis and enhance crisis 
management. 

• Review the actions of staff involved 
so that any acts or omissions that 
may have contributed to the inci- 
dent or detracted from its successful 
management are identified, record- 
ed, and addressed. This does not 
necessarily mean management must 
conduct an investigation, unless seri- 
ous misconduct is alleged or sus- 
pected and a supportive culture 
exists via peer review. In some 
instances, staff attitudes can be a 
problem, for whatever reason, and 
any investigation of alleged wrong- 
doing should therefore involve an 
external representative, such as an 
advocate. 

• Promote positive outcomes for the 
children and young people involved. 
When appropriate, structured 
debriefs with the children or youth 
involved should be conducted to 
explore the antecedents, such as the 
relationships between feelings, 
behavior, and alternative coping 
strategies that might be used to deal 
with similar situations in the future. 
These can be practiced later in con- 
trolled simulations, such as role- 
playing, to help avoid future crises 
(Neizo & Lanza, 1984). 

• Put in place flexible supports so that 
staff involved in incidents can access 
a range of supports at their discre- 
tion, including occupational health, 
telephone support, or peer debriefs. 
Such interventions have the capacity 

to substantially reduce, if not eliminate, 
violence in many services. They reflect, 
however, an approach to pathology that 
is essentially ameliorative; for example, 
dysfunction is remedied at the level of 
the individual or the group (Prilleltensky 
& Nelson, 2002). If the root cause of 
most violence in our communities lies in 
profound economic and social inequali- 
ties, then such efforts on their own will 
always be inadequate. Gilligan (2000) 
argues that what is required is an agen- 
da of “political and economic reform.” 
Only by embracing the need for 
such radical reform will we be capable 



of achieving what Prillenetsky and 
Nelson characterize as “transformative” 
intervention, capable, for example, 
of tackling the fundamental causes of 
violence. Intraorganizational efforts, 
therefore, must complement violence 
prevention efforts at a local and nation- 
al level and recognize the need for 
political action. 

Workplace violence in health and 
social care is a significant problem for 
many workers. Action within many 
organizations continues, however, to 
overemphasize training in the short-term 
management of violence, such as sec- 
ondary prevention, and staff support 
after the incident, such as tertiary pre- 
vention. We need to actively engage the 
structural reasons that can give rise to 
such violence in the first place, both 
inside and outside our services. 
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Implementing the Teaching Family 
Model in Day Treatment Programs 



By Kambi Scott 



B arium Springs Home for Children 
in North Carolina has a rich his- 
tory of more than 100 years as a 
provider of children’s services. In 1998, 
Barium began using the Teaching 
Family Model in its residential group 
homes and significantly reduced the use 
of restraint. 

In 2003, Barium received a contract 
with the local managing entity (LME), 
which increased group home services 
from four homes to six and added five 
day-treatment programs to the service 
continuum. This article presents pre- 
and post-data demonstrating a signifi- 
cant decrease in restrictive interventions 
in the day treatment setting through 
implementation of the Teaching Family 
Model. 

Day treatment, as referenced in this 
article, is a therapeutic mental health 
intervention to help school-age clients 
experiencing marked difficulty succeed- 
ing within public school settings. 
Typically, day treatment clients are ver- 
bally and often physically aggressive, 
are resistive to authority figures, and 
experience serious challenges interacting 
with peers. Most have experienced 
repeated failure in other settings and 
begin their day treatment experience 
with extreme caution and blatant defi- 
ance toward practitioners helping them. 

Under these dynamics, transport, 
time out, and restraint are assumed to 
be accepted “evils” required to manage 
client behavior in any day treatment 
program. For example, though North 
Carolina regulatory bodies do not 
require the presence of a time-out room, 
all the day treatment programs Barium 
acquired through contracts included fre- 
quently used time-out rooms to manage 
client behavior. We encountered this 
again when we relocated one of the pro- 
grams to our campus and community 



partners required us to create a time-out 
room before relocating. 

Day treatment programs operated 
as they had before Barium’s leadership 
from August 2003 to July 2004. This 
period is reflected in the pre-model 
implementation data in Figure 1 . In July 
2004, implementation of the Teaching 
Family Model began across day treat- 
ment programs at Barium under my 
direction; I had experience initiating this 
model. 

The transition to model implemen- 
tation consisted of participation in pre- 
service training by Barium Springs prac- 
titioners and the teachers and teachers’ 
aids employed by the school system and 
working in the day treatment setting. 
Facilitating of skill development contin- 
ued under the model consultants em- 
ployed by Barium, offering program 
observations, reviews of motivation sys- 
tem data, crisis support, and behavior 
support planning to each program team. 

Data Collection 

Data was collected on frequency of 
restrictive interventions (use of trans- 
port, time out, and restraint) through a 
daily reporting system used across pro- 
grams at Barium Springs. Each morn- 
ing, one of the practitioners completes 
and electronically submits a report of 
incidents in the program from the day 
before. Incident occurrences are com- 
piled by type and become a central 
piece of the agency’s continuous quality 
improvement process. 

Pre-model implementation data was 
collected from October 2003 to July 
2004 across six day-treatment programs 
serving 63 clients, while post-model 
implementation data was collected from 
August 2004 to August 2005. During 
the 2004-2005 year, program services 
increased 55%, serving a total of 142 



clients in six programs. The second-year 
of model implementation is partially 
complete for the first semester of the 
2005-2006 school year and represents 
73 clients in six programs. 

Results 

The first semester of implementation 
demonstrated a significant reduction in 
restrictive interventions overall (63% 
per client). The second semester of the 
first year of implementation showed 
dramatic reductions in all restrictive 
intervention areas (restraint, timeout, 
and transport) for a combined decrease 
of 68% per client. Clients are also 
served during the summer, exhibiting the 
lowest rate of restrictive intervention for 
the year (five restrictive interventions 
during the six-week period). 

Examining the results of the first 
year of implementation, compared with 
pre-model incident rates, there was a 
66% decrease in the use of restraint 
(from 2.5 per client to 0.84 per client), 
an 88% reduction in the use of timeout 
(from 2.3 per client to 0.28 per client), 
and an 87% reduction in the use of 
transport (from 1.94 per client to 0.25 
per client). The total reduction in the 
use of restrictive interventions of any 
type in the first year of implementation 
was 54%. More significantly, the per- 
client decrease was 79%. 

The second semester data for the 
second year of implementation continues 
to show the model’s efficacy in reducing 
restrictive interventions. Across six pro- 
grams serving 73 clients, the reduction 
in overall use of restrictive interventions, 
compared with the previous years data, 
is an additional 64% per client, or a 
55% incident reduction. Comparing the 
current client incident rate with the pre- 
model data, the decrease in the use of 
restrictive interventions is a phenomenal 
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Figure 1 



Barium Springs Home For Children 


Educational Program Restrictive Intervention Data Comparison 




Pre-Model 


1st Year, 
1st Semester 


1st Year, 
2nd Semester 


1st Year Model 


2nd Year, 

1 st 

Semester 


Number of Clients 


63 


59 


64 


142 


73 


Restraint Occurrence 


Number 


156 


98 


21 


119 


32 


Per Client 


2.5 


1.66 


0.33 


0.84 


0.57 


Per Client Reduction 




34% 


80% 


66% 


77% 


Incident Reduction 




37% 


79% 


24% 


79% 


Time Out Occurrence 




Pre Model 


1st Year, 1st 
Semester 


1st Year, 2nd 
Semester 


1st Year Model 


2nd Year, 

1 s< 

Semester 


Number 


142 


26 


14 


40 


13 


Per Client 


2.3 


0.44 


0.22 


0.28 


0.23 


Per Client Reduction 




81% 


50% 


88% 


90% 


Incident Reduction 




82% 


46% 


69% 


90% 














Transport Occurrence 




Pre Model 


1st Year, 1st 
Semester 


1st Year, 2nd 
Semester 


1st Year Model 


2nd Year 


Number 


122 


22 


13 


35 


21 


Per Client 


1.94 


0.37 


0.20 


0.25 


0.29 


Per Client Reduction 




81% 


46% 


87% 


85% 


Incident Reduction 




82% 


41% 


71% 


83% 


All Restrictive Intervention Occurrences 




Pre Model 


1st Year, 1st 
Semester 


1st Year, 2nd 
Semester 


1st Year Model 


2nd Year, 

1 st 

Semester 


Number 


420 


146 


48 


194 


66 


Incidents Per Client 


6.7 


2.5 


0.8 


1.4 


0.9 


Per Client Reduction 




63% 


68% 


79% 


87% 


Incident Reduction 




65% 


67% 


54% 


84% 















87% (from 6.7 per client to 0.9 per 
client). This overall 87% is distributed 
across restrictive intervention types: a 
77% reduction in restraint (from 2.5 per 
client to 0.57 per client), a 90% reduc- 
tion in the use of timeout (from 2.3 to 
0.23 per client), and an 80% reduction 
in the use of transport (from 1.94 to 
0.38 per client). Figure 1 contains a 
visual representation of the data points 
described. 

The Model 

This significant data is due to imple- 
menting all aspects of the Teaching 
Family Model — a philosophy of care 
and treatment that prioritizes therapeu- 
tic relationships with practitioners as the 
primary conduit of effective treatment. 
Weaving advanced cognitive behavioral 
techniques, motivation systems, and per- 
son-centered interventions into daily life 
moments between clients and highly 
skilled practitioners, results in an unpar- 
alleled therapeutic environment second 
only to successful parenting. 

The model is rooted in university 
research pioneered in the late 1960’s at 



Kansas State University, Lawrence, 
Kansas. This research and the 
Achievement Place Project — the first 
group home to use model technology — 
played a significant role in laying the 
foundation for most of the cognitive 
and behavioral treatment modalities 
that have become a familiar body of 
research and practice today. 

The model is founded on four sys- 
temic components which, when effec- 
tively integrated, create a structured 
organization that can be responsive to 
internal and external feedback, resulting 
in continuous quality improvement. The 
four components are: 

Training. A practitioner’s first year 
in the model is considered a training 
year. Beginning with an extensive pre- 
service training in all aspects of model 
implementation and regulatory require- 
ments, the practitioner develops a highly 
professional skill repertoire that empow- 
ers him or her to recognize and respond 
to client symptoms immediately and 
therapeutically. Ongoing training allows 
practitioners and administrators to 
establish and maintain knowledge and 



skills relevant and responsive to the 
population served. 

Consultation. A consultant or 
supervisor supports each team of practi- 
tioners. Consultation continues the 
training process through observation of 
practitioners’ implementation of skills 
learned in pre-service. Through feed- 
back, problem-solving discussions, and 
data analysis, the consultant develops 
the practitioners’ ability to individualize 
the principles of the model for maxi- 
mum effect with clients. The consultant 
provides on-call support, trouble-shoot- 
ing for challenging client situations, 
coaching during times of crisis, and case 
management responsibilities for all 
clients. 

Evaluation. The evaluation compo- 
nent provides accountability to serve 
clients with excellence within the philos- 
ophy of the model. Evaluation culmi- 
nates in the sought after goal of certifi- 
cation as a practitioner by the Teaching 
Family Association. 

Certification is attained through 
participation in a Teaching Family pro- 
gram evaluation, a comprehensive 
review of all program components. The 
review includes an onsite observation of 
practitioners’ implementation of model 
principles with clients, a review of pro- 
gram data, observation of a team meet- 
ing, and a satisfaction survey of pro- 
gram consumers. Certification is a 
reward when each of the areas under 
review score a rating of three or higher 
on a four-point scale. 

Individual practitioner certification 
is reached when the practitioner has 
participated in a certified program team 
and reached a rating of three or higher 
on a four-point scale in his or her annu- 
al performance evaluation. Recertifica- 
tion is conducted annually at the pro- 
gram and practitioner level. Evaluation 
also aims to ensure quality at an organi- 
zational level through examination of 
systemic patterns and trends, indicating 
success or the need for modification to 
the training, consultation, or administra- 
tive components of the model. 

Facilitative Administration. The the- 
oretical constructs of the model empha- 
size the essential role of the practitioner 
as the catalyst for change and healing in 
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IMPLEMENTATION, from page 15 

clients’ lives. In accordance with these 
principles, administration in the Tea- 
ching Family Model has a primary goal 
of supporting practitioners by providing 
the work environment, treatment, and 
fiscal resources necessary to equip them 
to deliver services in a family-sensitive 
environment using state-of-the-art treat- 
ment techniques and interventions. 

Systems Integration. Each of the 
model components can also be found in 
non-model organizations in a depart- 
mentalized framework. Essential to 
model fidelity is the integration and con- 
tinual interaction between the four sys- 
tem components — training, consultation, 
evaluation, and administration. 

Although all of the components ful- 
fill independent roles, they function 
interdependently, maintaining fluid 
responsiveness to one another. A sys- 
temic change in one area will automati- 
cally necessitate adjustments in all other 
components to ensure comprehensive 
service delivery. Demonstrated integra- 
tion of all model components facilitates 
excellence in the organization and is 
required to meet criteria as a certified 
Teaching Family Model provider. 

Significant reduction in Barium 
Springs’ restrictive interventions through 
implementation of the Teaching Family 
Model technology has increased staff 
satisfaction, reduced staff turnover, and 
created a more therapeutic environment 
for the children we serve. 

Kambi Scott LPC, is Staff Development 
Specialist at the Barium Springs Home for 
Children, Barium Springs, North Carolina. 
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Point/ Counterpoint 




Should states include structural 
or institutional racism as a 
factor in how they mitigate 
racial disproportionality and 
disparity of outcomes? 



nATAT 1 I ' # By focusing on the correlation between 
-L V_y _L T >1 JL • poverty and maltreatment and individ- 
ual and family levels of dysfunction, states can reduce racial 
disproportionality and disparity of outcomes. 



COUNTERPOINT: 

States must include structural racism in their approach to address- 
ing and mitigating racial disproportionality and disparity of 
outcomes in child welfare. 1 Segregation, exclusionary practices, 
and other inequities found throughout U.S. history have had an 
effect on public systems. It is imperative that structural racism 
be included with the same level of attention as poverty and mal- 
treatment, and individual and family levels of dysfunction. 



by Kathleen Belanger and Deborah K. Green 



O ne of our favorite quotes is from Niels Bohr, the atom- 
ic physicist (1885-1962): “The opposite of a small 
truth is a falsehood, but the opposite of a large truth 
may well be another truth.” 

A number of excellent studies have been conducted con- 
cerning racial disproportionality in child welfare, and as a 
result of these studies, we can be fairly sure of the following. 

First, “There is a strong and well-established correlation 
between poverty, insecure income, welfare receipt, and cases of 
child maltreatment,” (Roberts, 2002). Some studies, including 
all three waves of the National Incidence Study, have deter- 
mined poverty is influential in predicting child maltreatment, 
independent of race. 

Secondly, however, further analysis of the data show the 
interaction of several factors that combine to produce risk — 
families with low income, single parents, and large households 
outside of the labor force (Sedlack & Schultz, 2005). 

Thirdly, race does matter within the child welfare system. 
Studies far too numerous to mention describe racial bias in 
reporting maltreatment to public child welfare, in screening, 
investigations, removal of children from the home, placement 
in foster care — in fact, in nearly all aspects of the child welfare 
system (Derezotes, Poertner, & Testa, 2005). African American 
children are less likely to be reunited with their families, stay in 
the system longer, and are disproportionately represented 
among the children waiting for adoption. 



by Dennette Derezote 



A frican American children are represented in out-of- 

home care at higher rates than their percentage of the 
population in every state. This information is true even 
though three national incidence studies show that there are no 
statistically significant differences in overall maltreatment rates 
between black and white families (Hill, 2006). When making 
comparisons for such factors as income level, unemployment, 
and whether the areas are urban or rural, African American 
communities actually have lower rates of child maltreatment 
than white communities (Ards, 1992; Korbin et al., 1998). 

Additionally, Native American children — Indians, 
Hawaiians, and Alaskans — are all overrepresented in the juris- 
dictions in which they reside. Latino children are overrepresent- 
ed in at least 10 states. But this information does not fully 
describe disproportionality and other disparities in the child 
welfare system.- Asian Americans and Pacific Islanders tend to 
be underrepresented in the child welfare system. And, if we 
look more closely at Latino representation throughout the 
country, we see that Latinos are overrepresented in some juris- 
dictions and underrepresented in others (Hill, 2006). 

We also know that studies consistently show: 

• As opposed to being referred to foster care, 40% of 

Hispanic/Latino children, 44% of African American chil- 
dren, and 72% of White children receive services in their 
own homes (Children’s Bureau, 1993). 

• When compared with white families, children of color have 
_ continued on page 1 8 



continued on page 20 
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less contact with child welfare 
workers, receive fewer services, and 
are substantially less likely to 
receive services in their homes 
(Roberts, 2002). 

• African American foster parents 
reported fewer hours of contact 
between social workers and their 
children than was reported by other 
racial and ethnic groups (Berrick, 
Barth, & Needed, 1994). 

• White foster care parents received 
more services than any other racial 
and ethnic groups. 

These disproportionate outcomes, 
in addition to the above disparities in 
services and treatment, are examples of 
structural racism in today’s society. To 
ignore this information when making 
decisions about children and families in 
public systems today is irresponsible. 

No one can argue that poverty and 
maltreatment do not affect child wel- 
fare system involvement, or that fami- 
lies and individuals have challenges that 
create the need for out-of-home care. 
Indeed, several factors can affect child 
welfare system involvement of children 
and families of all races and cultures: 
federal and state policies, program 
administration, casework practice, com- 
munity configurations, and individual 
and family factors. 

Federal and state policies guide 
practice. As new policies are crafted, 
practices change based on new regula- 
tions and changes in funding. In addi- 
tion, private agencies and regional state 
offices can have their own implementa- 
tion guidelines that affect the way 
workers execute their jobs. 

Communities are set up in very dif- 
ferent ways and vary in terms of 
resources. How does community com- 
position affect a family’s experiences 
with the child welfare system? Families 
are diverse. Depending on their internal 
resources and strengths, families may 
need different types and levels of exter- 
nal resources. 

What do we know about the things 
that strengthen families to work effec- 
tively? Each child is unique. Do chil- 
dren of different racial and ethnic back- 
grounds have the same experiences? If 
children of different racial and ethnic 



groups experience different types of 
abuse, alternative services might be 
needed to meet their needs. Are chil- 
dren’s needs being addressed within the 
child welfare system? Are we developing 
and implementing child welfare services 
to best meet the needs of children and 
families of all races and cultures? 

America is a blend of many types of 
people from all over the world to create 
one country. They have different histo- 
ries in relationship to this country and 
they interact with its systems in different 
ways. At the same time, the children 
and families who represent the majority 
are white — 75% of the population 
(Grieco & Cassidy, 2001). 

Consequently, more often than not 
they are the sector of the population 
captured in studies designed to gather 
information for the development of pol- 
icy. One example of this is a recently 
released study by the Urban Institute 
that examines a child care usage trend 
study that was used in the development 
of current child care policy (Capizzano, 
Adams, & Ost, 2006). While one could 
argue these policies are developed on 
national child care patterns, when these 
child care patterns are examined by 
race, as they are in this report, they 
hold for white children and families, but 
not among African American families. 
Also, the national patterns for Hispanic/ 
Latino children and families tend to fol- 
low the identified national patterns 
more closely, but not identically. 

Ultimately, these types of differences 
in policies, developed by studying 
national trends, can create an environ- 
ment in which nonwhite families are not 
supported at the same levels that white 
families are, and, one could argue, put 
them at greater risk of child welfare sys- 
tem involvement than white families. 

Unfortunately, many of our welfare 
policies are designed in this way — creat- 
ing an environment of inherent structur- 
al racism. This means the policies best 
meet the needs of those who are in the 
majority, but less able to fit the needs of 
the remaining sector of the population. 
In the United States, this is 25% of the 
population, representing 69 million peo- 
ple (Greico & Cassidy, 2001), although 
unarguably less than the number of 



white people (211 million people), but 
still overwhelmingly large and obvious- 
ly significant. 

It is important for those developing 
programs and policies to recognize the 
unique needs, strengths, and histories of 
the individuals of various races and cul- 
tures within their jurisdictions. Their 
policy, program, and service choices 
will affect people of different races and 
cultures in unique and significant ways. 
If these important factors are over- 
looked, they may very possibly result in 
negative, unintended consequences. 

Dennette Derezote is Project Director of the 
Race Matters Consortium, University of 
Illinois. 

1 Structural racism refers to “the many 

factors that work to produce and 
maintain racial inequities in 
America today. It identifies aspects 
of our history and culture that have 
allowed the privileges associated 
with ‘whiteness’ and the disadvan- 
tages associated with ‘color’ to 
endure and adapt within the politi- 
cal economy over time. It also 
points out the ways in which public 
policies, institutional practices, and 
cultural representations reproduce 
racially inequitable outcomes” 
(Aspen Institute, 2003). 

2 For purposes of this article, racial dis- 

proportionality within the child 
welfare system exists when children 
of one race or ethnic group make 
up a proportion of those in a child 
welfare event that is different from 
that same racial or ethnic group’s 
proportion in the general popula- 
tion or another event (i.e. report, 
investigation, substantiation, entry 
into care, exit, etc.). Racial dispari- 
ties within the child welfare system 
exist when children of one race or 
ethnic group make up a proportion 
of those in a child welfare event 
that is different from another racial 
or ethnic group’s proportion in the 
same event (i.e. report, investiga- 
tion, substantiation, foster care 
placement, exit, treatment, services, 
resources, etc.). 
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In the next Residential Group 
Care Quarterly 
Point/Counterpoint... 

Question: 

Should residential services only be used in 
emergency circumstances that are time lim- 
ited (90 days or less)? 

Point: 

Nonresidential community-based providers 
can and have served at-risk children, youth, 
and their families adequately within their 
own community, eliminating the need for 
residential services. 

Counterpoint: 

Many agencies provide a comprehensive 
continuum of care model, including residen- 
tial services for those children and youth 
that require a more restrictive setting. 
Placement should be based on a culturally 
competent, strength-based, comprehensive 
assessment of the child, youth, and 
family needs. 
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POINT, from page 17 



These studies are not contradictory, 
but complementary. Race matters in 
child welfare. Poverty matters in child 
welfare. And race affects poverty. How 
can we possibly address racial implica- 
tions of maltreatment without address- 
ing poverty when 33% of all African 
American children live in poverty, and 
when we know poverty can result in 
food insecurity, inadequate housing, and 
inadequate medical care, and con- 
tributes to behavioral, social, and emo- 
tional problems (Fass 8c Cauthen, 
2006)? In addition, we know that elimi- 
nating poverty would reduce family 
stress and provide additional support 
and resources (Fontes, 2005). Addres- 
sing poverty expands the focus of dis- 
proportionality to a larger venue. 

Recognizing the disparities in racial 
income and achievement in its commu- 
nities, the Minneapolis-St. Paul region, 
for example, recently embarked on a 
far-reaching program to “mind the gap” 
and reduce disparities in race, class, and 
place to improve regional competitive- 
ness (Sohmer, 2005). 

Kalamazoo, Michigan, is offering 
free college tuition to all its residents in 
an attempt to achieve positive outcomes 
for the city. In a large, randomized field 
trial of school vouchers in three urban 
locations, African American children 
made significant educational gains in 
just two years, closing a third of the gap 
in educational achievement. What effect 
would these gains make on racism, 
poverty, and disproportionality in child 
welfare? If we only eradicate racism 
within our own public child welfare sys- 
tems, would this eradicate dispropor- 
tionality in child welfare? We think not. 

Children of color, and particularly 
African Americans, are overrepresented 
in special education, the juvenile justice 
system, the adult prison population, and 
in child welfare. One-third live in 
poverty and experience all of the result- 
ing consequences. We can’t look at one 
truth alone, but at all of these truths 
and tackle all systems, trying every 
venue to close gaps and secure promis- 
ing futures for all children. We need to 
work as culturally competent practition- 
ers, not just with individuals and fami- 
lies, but also as community organizers 



and social planners, as researchers and 
politicians, as creative inventors, and 
as collaborators with all those who 
understand that child welfare affects 
the welfare of our nation. We cannot 
tackle racism without tackling poverty. 
We cannot tackle poverty without tack- 
ling racism. We have to tackle the 
bigger truths. 

Kathleen Belanger, PhD, is an Assistant 
Professor of Social Work, School of Social 
Work, Stephen F. Austin State University, 
Nacogdoches, Texas. 

Deborah K. Green is an Administrator in the 
State Disproportionality Division, Austin, 

Texas. 
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